ABSTRACT A case of primary pulmonary lymphoma presenting as a nodular lesion on the chest radiograph in a patient with the acquired immune deficiency syndrome is described.
Patients with the acquired immune deficiency syndrome (AIDS) are predisposed to develop certain neoplasms, especially Kaposi's sarcoma and lymphoma. AIDS related lymphomas are predominantly high grade tumours of B cell origin." Though extranodal disease is common,'3 primary pulmonary lymphoma-defined as lymphoma of the lung without extrathoracic manifestations within three months4 5-has not been reported in a patient with AIDS.
Case report
A 45 year old homosexual man, known to be human immunodeficiency virus (HIV) positive since January 1987, developed Pnewnocystis carinii pneumonia in August 1987. He completely recovered from this episode, and was treated with oral zidovudine (3 5 mg/kg a day). Chest radiographs were normal until 1988, when a solitary, well defined nodular lesion was noted in the lower lobe of the left lung (fig 1) . Neither mediastinal lymph node enlargement nor lymphadenopathy at any other site was present, and there had been no deterioration in the patient's clinical condition. Apart from anaemia associated with zidovudine there was no haematological abnormality. Computed tomography scans of brain, thorax, and abdomen were normal.
Because bronchoalveolar lavage and bronchoscopic biopsy gave inconclusive results, fine needle puncture of the lesion guided by computed tomography was carried out. ZielNielsen staining of the biopsy material showed acid fast bacilli, and epithelioid and giant cells were found on histological examination. Treatment with isoniazid, rifampicin, and ethambutol was started, but despite this the lesion grew to twice its previous size over the ensuing three months. A further computed tomography guided biopsy was performed in March 1988. The specimen obtained consisted of necrotic material and giant cells; no acid fast bacilli could be found on this occasion.
To establish a definitive diagnosis the left lower lobe was resected in April 1988. The surgical specimen contained a round, well demarcated mass 7 cm in diameter, covered by pleura. On cross section it was grey, with extensive necrosis. Histological examination showed a high grade malignant lymphoma of large cell immunoblastic type; there was no evidence of tuberculosis, and no acid fast bacilli were present (fig 2) . Three step immunoperoxidase staining of frozen sections indicated a mature B cell phenotype; T cell and myelomonocytic differentiation antigens were not detected.
As repeat computed tomography of the brain, thorax, and abdomen again showed no lymphadenopathy or other manifestation of malignancy and the differential blood count was normal, a diagnosis of primary pulmonary lymphoma was made. No chemotherapy was given; there had been no relapse eight months later in November 1988. Primary pulmonary lymphoma in a patient with the acquired immune deficiency syndrome In our patient the exact nature of the pulmonary lesion was difficult to establish. The results of endoscopic biopsy and computed tomography guided needle puncture were in keeping with tuberculosis, and the correct diagnosis was made only after surgical resection. No acid fast bacilli were found in the tumour at the time of lobectomy. Their presence in the first biopsy material was probably due to a superinfection, which was cleared by antituberculous chemotherapy. Tuberculosis is a frequent complication of AIDS, and often atypical in its site and presentation. 8 Owing to the high rate of complications associated with cytotoxic chemotherapy in patients with AIDS,9 we did not give any treatment. Nevertheless, our patient remains well eight months after the neoplasm first appeared. 
